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Abstract: Objectives: Cardiogenic shock is a significant economic burden on healthcare facilities and patients. The 
prevalence and outcome of cardiogenic shock in the South Bronx are unknown. The aim of the study was to examine 
the burden of non-AMI CS in Hispanic and Black population in South Bronx and characterize their in-hospital out-
comes. Methods: We reviewed patient charts between 1/1/2022 and 1/1/2023 to identify patients with a primary 
diagnosis of cardiogenic shock (ICD codes R57.0, R57, R57.8, R57.9) residing in the following zip codes: 10451-
59 and 10463. Student’s T-test was used to assess differences for continuous variables; chi-square statistic was 
used for categorical variables. A logistic regression analysis model was used to assess independent predictors of 
mortality. A P-value of < 0.05 was considered significant. Results: 87 patients were admitted with cardiogenic shock 
(60% African American, 67% male, mean age =62±15 years) of which 54 patients (62%) died. Those who died were 
older, had > 1 pressor, out-of-hospital arrest, arrested within 24 hours of admission, and had higher SCAI class, 
lactate, and ALT levels than those who were discharged. The logistic regression analysis model showed that older 
age ((RR=3.4 [95% CI: 3.3-3.45]), > 1 pressor (RR=3.4 [95% CI: 2.6-4.2]) and higher SCAI class (2.1 [95% CI: 1.5-
2.1], all P < 0.05)) were independent predictors of mortality in patients with cardiogenic shock. Additionally, most 
of the patients had either Medicare or Medicaid insurance in predominantly African American study population. 
Conclusions: Cardiogenic shock carries a significant risk of death. Factors such as advanced age, the administration 
of more than one vasopressor, and a higher SCAI classification have been identified as independent predictors of 
mortality among inpatients with cardiogenic shock. Additionally, the progression and outcomes of the condition are 
influenced by variables like race (e.g., African American individuals in this study) and economic challenges, includ-
ing the type of insurance coverage (e.g., Medicaid or Medicare). Further research is essential to explore strategies 
that could enhance survival rates in cardiogenic shock patients, with a particular focus on addressing economic 
and racial disparities.
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Introduction

Cardiogenic shock (CS) is a critical condition 
characterized by a significant reduction in car-
diac output, leading to inadequate blood flow to 
vital organs. CS is experienced by approximate-
ly 5% to 7% of patients who present with acute 
myocardial infarction (AMI) [1]. It is more fre-
quently seen in patients with ST-segment-
elevation MI (STEMI) compared to those with 
non-STEMI [1]. Despite advancements in care, 
the acute mortality rate remains unacceptably 
high, around 60% [2-4]. However, recent years 
have seen a decline in mortality rates for AMI-

CS. This has been attributed to the establish-
ment of care goals, the introduction of quantita-
tive diagnostic tools, and the rapid initiation of 
mechanical circulatory support (MCS) [5]. In 
this regard, diagnostic tools are focused on 
heart failure with respect to acute myocardial 
infarction. CS can be categorized based on 
which ventricle is affected. Left ventricle-domi-
nant CS is characterized by high pulmonary 
capillary wedge pressure (PCWP) over 18 mmHg 
and normal or low central venous pressure 
(CVP) under 14 mmHg, due to reduced left ven-
tricular (LV) contractility. Right ventricle-domi-
nant CS is marked by elevated CVP over 14 
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mmHg, with normal or low pulmonary artery 
pressure and PCWP under 18 mmHg, while 
maintaining normal LV function. Biventricular 
failure is identified by high CVP over 14 mmHg, 
normal or high PCWP over 18 mmHg, hypoten-
sion, and reduced LV function [6]. For patients 
with predominant left ventricular (LV) failure, 
mechanical circulatory support (MCS) options 
include intra-aortic balloon counterpulsation 
(IABP), Impella devices (LP/CP/5.0/5.5), and 
the TandemHeart percutaneous LV assist 
device. Venoarterial extracorporeal membrane 
oxygenation (VA-ECMO) can also be used for 
systemic circulatory support, but it requires 
careful monitoring for LV distension and pul- 
monary edema. In such cases, additional LV 
decompression or venting may be necessary, 
which can be achieved using IABP, a left-sided 
Impella device, pulmonary artery cannulation, 
or surgical LV venting. For patients with pre-
dominant right ventricular (RV) failure, MCS 
options include the Impella RP pump and the 
TandemHeart ProtekDuo percutaneous RV 
assist device. Patients with biventricular failure 
may benefit from bilateral Impella pumps or 
VA-ECMO combined with an LV venting mecha-
nism [7]. 

The incidence of hospitalizations secondary to 
CS has increased in the past years primarily 
due to increased awareness of the disease  
and increased prevalence of cardiovascular 
comorbidities [5, 8-11]. Despite these changes 
in the overall demographics of CS, there are 
some variations with respect to CS estimates. 
Women, Black men, and Hispanic men had 
higher in-hospital death rates than White men, 
with Hispanic women having the highest [12]. 
The most recent US census estimates for Bronx 
County reveal the total population to be about 
1,379,946 as of July 2022, with predominantly 
Hispanic (19.1%) and Black individuals (14.4%) 
[13]. Considering this demographic, it is essen-
tial to determine the outcomes of a high-risk 
cohort. The aim of the study was to examine  
the burden of non-AMI CS in Hispanic and  
Black population in South Bronx and character-
ize their in-hospital outcomes.

Materials and methods

Data collection

A retrospective observational cohort study of 
patients admitted with cardiogenic shock over 

1 year was performed. The inclusion criteria 
were based on the following: 1. International 
Classification of Diseases, Tenth Revision, 
Clinical Modification (ICD-10-CM) codes, and 
in-hospital admissions with ICD-10-CM codes 
R57.0, R57, R57.8, and R57.9. 2. Admission 
within the date range 1/1/2022 and 1/1/2023. 
3. Patients with ages > 18 years. 4. Patients 
who were not pregnant. 5. Patients residing in 
zip codes of South and Central Bronx (10451-
59 and 10463). 6. Patients who had other 
causes of cardiogenic shock apart from acute 
myocardial infarction.

Exclusion criteria were based on the following: 
1. Patients under 18 years of age. 2. Patients 
who were pregnant. 3. Patients who had miss-
ing data with respect to variables for data inclu-
sion. 4. Patients who did not have signs of tis-
sue hypoperfusion and were therefore less 
likely to have cardiogenic shock. 5. Patients 
who presented with cardiogenic shock related 
to acute myocardial infarction.

The data was cross-checked for accuracy and 
consistency by two other team members. The 
team members were blinded to each others’ 
decisions. Demographic characteristics, includ-
ing age, gender, race, insurance, and housing 
zip codes, were collected. Cardiovascular out-
comes, including biochemical and clinical 
parameters, were assessed at admission, sh- 
ock onset, and discharge. The cardiovascular 
biochemical markers included lactate, tropo-
nin, proBNP, and platelet count. The clinical car-
diovascular parameters included hypotension, 
mental status, acute kidney injury (AKI), inten-
sive care unit (ICU) admissions and length of 
stay, stroke events, in-hospital cardiovascular 
procedures, and in-hospital mortality. Cardio- 
genic shock was classified using SCAI guide-
lines [14]. AKI was defined using KDIGO criteria 
[15] which is as follows: increase in serum cre-
atinine by 0.3 mg/dL or more (26.5 μmol/L or 
more) within 48 hours, increase in serum cre-
atinine to 1.5 times or more than the baseline 
of the prior 7 days and urine volume less than 
0.5 mL/kg/h for at least 6 hours. Throm- 
bocytopenia was defined as platelet count < 
150,000 [16]. Transaminitis was defined as per 
age and gender-adjusted criteria [17]. Microsoft 
Excel was used for data entry. 

Statistical analysis

Continuous variables were expressed as mean 
± SD, and categorical variables were expressed 
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Figure 1. Geographical distribution of patient population (marked in red 
boundary) (image source: Vikram Itare).

as percentages. Categorical variables were 
compared using the chi-square test and Fischer 
test as appropriate. Student t-tests or Mann-
Whitney U tests were used to compare continu-
ous variables. The data was stratified for the 
African American population and discharge dis-
position. Continuous variables in both strata 
were compared using an independent t-test. 
Univariate and multivariate logistic regression 
analyses were used to determine the associa-
tion between patient characteristics and in-
hospital mortality, ER admissions, ICU admis-
sions, AKI during hospital stay, need for va- 
sopressor support, type of vasopressor used, 
and discharge disposition. 

Variables with a P < 0.2 in univariable analysis 
were eligible to enter the multivariable model. 
The associations were expressed as odds 
ratios (ORs) with 95% confidence intervals (CIs). 
A P < 0.05 was considered statistically signifi-
cant. Statistical analyses were performed with 
SPSS version 22.0 (IBM Corp., Armonk, New 
York, USA) and R software.

Results

Demographic characteristics

87 patients were analyzed. The mean age was 
62±15 years. The majority of the study popula-

tion was male (66.7%) and pre-
dominantly African American 
(60.0%). Medicare (49.4%) and 
Medicaid (37.9%) were the pre-
dominant insurances. The geo-
graphic distribution of in-hos-
pital admissions is illustrated 
in Figure 1.

The most common medical 
comorbidities included hyper-
tension (HTN) (73.6%), type  
2 diabetes mellitus (DM II) 
(43.7%), heart failure with re- 
duced ejection fraction (HFrEF) 
(29.9%), chronic kidney dis-
ease (CKD) (24.1%), coronary 
artery disease (CAD) (18.4%), 
chronic pulmonary disease 
(19.4%), atrial fibrillation (AF) 
(18.4%), and cerebrovascular 
disease (CVD) (10.8%). 

Clinical characteristics

The following means were observed: BMI 
44.85±25.68 kg/m2, systolic blood pressure 
109.97±25.68 mmHg, diastolic blood pressure 
68.19±52.20 mmHg, pulse rate 88.74±26.29 
beats/minute, temperature 93.11±8.63 de- 
grees F, serum lactate 4.46±4.15 mmoles/L, 
hemoglobin 11.16±2.56 mg/dl, serum creati-
nine 2.21±2.01 mg/dl and platelet count 
209.92±91.61 k/uL. Commonly used prior 
medications used by the study population in- 
cluded beta-blockers (26.9%), loop diuretics 
(17.2%) and aspirin (16.1%). In this study popu-
lation 42/87 patients (48.28%) had a prior his-
tory of cardiac arrest. Most of the patients  
presented with stage C cardiogenic shock 
(28.74%). 30.0% had an underlying valvular  
disease or arrhythmia leading to cardiogenic 
shock. Other causative pathologies included 
biventricular failure (24.1%) and left ventricu- 
lar failure (12.64%). The majority of patients 
(62.06%) had denovo acute heart failure result-
ing in their presentation. 

Clinical characteristics of patients being 
discharged to home and healthcare facilities 
compared to patients being discharged to 
hospice and in-hospital mortality

Patients who either died or were discharged to 
hospice were older on average (64.17 years) 
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Table 1. Characteristics at admission in patients being discharged 
to home and healthcare facilities compared to patients being 
discharged to hospice and in-hospital mortality

Variables 

In-hospital 
Mortality or 
Discharge 
to Hospice 

Discharge 
to Home or 

Other Health 
Care Facilities 

p-value 

Gender   0.25
    Male 35 23
    Female 22 7
Age (Mean ± SD) 64.17±3.47 57.73±15.99 0.002 
Insurance   0.06 
    Medicare 21 6 
    Medicaid 6 5 
    Medicare and Private 12 4 
    Medicaid and Private 11 11 
    Private 3 2 
    Self-Pay 2 4
Mode of Arrival   0.52 
    Home 47 29
    Clinic 7 3 
    Skilled Nursing Facility 1 0 
Comorbidities   
    Atherosclerotic vascular disease 0 1 0.35
    History of CVA 8 1 0.09
    History of CAD 11 5 0.59
    Peripheral Arterial Disease 2 1 0.04
    Prior CABG 3 1 0.61
    Prior MI 1 2 0.55
    Prior PCI 1 2 0.52
    Atrial fibrillation or flutter 13 3 0.10
    Chronic Kidney Disease 12 9 0.60
    Chronic hemodialysis 6 1 0.40
    Chronic liver disease 2 1 0.60
    Chronic pulmonary disease 11 6 0.11
    Diabetes Mellitus 23 15 0.52
    Respiratory Infections 2 0 0.55
    Heart Failure - Reduced EF 14 12 0.23
    Ischemic Cardiomyopathy 1 0 0.41
    Non-ischemic Cardiomyopathy 2 3 0.34
    Presence of ICD 1 2 0.54
    Presence of CRT 2 0 0.52
    Heart Failure - Preserved EF 12 2 0.13
    Hypertension 42 22 0.65
    Hypertrophic cardiomyopathy 6 4 0.17
    Smoking/Vaping 0 2 0.12
    Valvular heart disease 4 4 0.46
CVA-Cerebrovascular disease, CAD-Coronary Artery Disease, CABG-Coronary By-
pass Graft, MI-Myocardial Infarction, PCI-Percutaneous Interventions, EF-Ejection 
Fraction, ICD-Implantable cardioverter - defibrillator, CRT-Biventricular pacemaker.

compared to those discharged 
to home or other healthcare 
facilities (57.73 years), with 
this difference being statisti-
cally significant (P < 0.05), as 
shown in Table 1. Older pa- 
tients were more likely to be  
in the group experiencing poor 
outcomes, with this associa-
tion being statistically signifi-
cant (P < 0.05). Conditions 
such as serious mental dis-
abilities and comatose presen-
tations were also significantly 
more prevalent among those 
with poor outcomes (P < 0.05, 
as detailed in Table 2). Fac- 
tors like elevated lactate lev-
els, a history of prior cardiac 
arrest, and denovo heart fail-
ure were notably linked to high-
er mortality or discharge to 
hospice care (P < 0.05). Con- 
versely, undergoing cardiac pr- 
ocedures was more common 
among patients who were dis-
charged to their homes or tr- 
ansferred to other healthcare 
facilities (P < 0.05).

Table 3 illustrates the findings 
of logistic regression analysis.

Most of the causes of cardio-
genic shock were non-AMI re- 
lated (92%) (Figure 2). Among 
the non-AMI related causes, 
most common etiology was 
heart failure (52.87%) and 
arrhythmia (30.0%) followed by 
cardiomyopathy (3.4%), peri-
cardial effusion (2.3%), and 
valvular heart disease (1.1%). 
Pericardiocentesis was per-
formed for both cases with 
effusion (100%). All of the 
cases with valvular heart dis-
ease were managed medically 
using diuresis. In cases of car-
diomyopathy, diuresis was the 
initial treatment, with 66.7%  
of patients subsequently un- 
dergoing ischemia evaluation; 
unfortunately, one patient died 
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Table 2. Association of clinical parameters with discharge disposition

Clinical Characteristics
In-hospital  
Mortality or  

Discharge to Hospice

Discharge to Home 
or Other Health 
Care Facilities

p-value

Height on admission in cm 160.26 170.59 0.42 
Weight on admission in lbs 39.96 38.15 0.42 
BMI (kg/m2) 40.49 42.36 0.20 
SBP on admission 109.69 110.67 0.82 
DBP on admission 66.28 71.94 0.55 
HR on admission 87.7 90.9 0.69 
Temperature on admission 90.97 97.37 0.28 
Lactate on admission 5.27 3.09 0.002
Hemoglobin on admission 10.73 12.02 0.24 
Creatinine on admission 5.18 3.09 0.28
Platelet count on admission 206.79 216.24 0.94
Neurological status at admission   
    Conscious without disability 17 22 0.31
    Conscious with disability 16 2 0.001
    Comatose 17 7 0.03
    Sedated 5 1 0.18
Shock onset   
    On arrival 26 15 0.07
    In-hospital 31 18 0.03
SCAI class on admission   
    C 13 12 0.68
    D 13 8 0.28
    E 13 4 0.001
    Prior Cardiac Arrest 29 13 < 0.001 
Shock Pathophysiology   
    Biventricular Failure  14 7 0.09
    Left Ventricular Failure  6 5 0.76
    Primary other Cardiac (Arrhythmia, Valvular stenosis, etc.) 14 12 0.21
    Right Ventricular Failure 1 0 0.06
Category of Shock    
    Acute-on-chronic HF 15 10 0.32
    Acute, de novo HF 37 17 0.001
Medication Use at the onset of shock   
    IV heparin 1 2 0.17
    Dobutamine 9 9 0.63
    Dopamine 4 1 0.51
    Epinephrine 25 11 0.21
    Norepinephrine 34 14 0.75
    Phenylephrine 7 3 0.17
    Vasopressin 7 4 0.63
    Cardiac Procedures Done 1 6 0.004
    ICU Days 7.30 7.39 0.95
BMI-Body Mass Index, SBP-Systolic Blood Pressure, DBP-Diastolic Blood Pressure, HR-Heart Rate, SCAI-Society for Cardiovas-
cular Angiography & Interventions, HF-Heart Failure, IV-Intravenous, ICU-Intensive Care Unit.
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was established in Kansas City, Missouri, 
focusing on superior care for AMI patients with 
measures like patient grouping, immediate 
CPR/defibrillation, and arrhythmia monitoring 
[18]. This led to a significant decrease in AMI 
mortality rates to 15.9%. Despite advance-
ments, ventricular fibrillation and arrhythmias 
persisted, prompting the development of re- 
perfusion therapies [19]. Mortality further 
improved with revascularization therapies and 
the use of telemetry units for post-MI monitor-
ing [20, 21]. Strict adherence to door-to-balloon 
time has kept mortality rates relatively low [22]. 
However, the incidence of cardiogenic shock 
increased from 2003 to 2010, and the preva-
lence of heart failure is expected to rise [23, 
24]. Increased screening by multidisciplinary 
teams has helped identify high-risk cohorts. 
However, these trends have not been widely 
observed in Black or Hispanic populations with 
non-AMI cardiogenic shock [25]. The study 
noted a common pattern where delays in diag-
nosing cardiogenic shock led to postponed 
transfers to the Critical Care Unit (CCU). This 
delay often resulted in the clinical condition of 
patients worsening, subsequently reducing the 
likelihood of them being considered for invasive 
hemodynamic assessments.

There were a few key findings of our study. The 
mean age of the patients was 62±15 years, 
and most were male (66.7%). Additionally, older 
age was an independent predictor of inpatient 
mortality (P < 0.05). Previous studies have doc-
umented the importance of age and gender in 
long-term survival associated with cardiogenic 
shock and non-AMI cardiogenic shock. Our 
study’s mean age of patients was relatively sim-
ilar to a study conducted in 2021 [26-28]. The 
age group was also similar to patients studied 
for non-AMI cardiogenic shock [29]. The 30-day 
survival rate was lower for older age groups 
compared to younger ones, irrespective of their 
SCAI classification [26]. In our study, older 
patients were also observed to be discharged 
to hospice care. Older age has been identified 
as the most critical factor in determining mor-
tality and discharge disposition after SCAI clas-
sification [30]. Several aging factors could lead 
to poorer results in elderly patients [31]. These 
include frailty, unconventional or delayed clini-
cal symptoms, multiple concurrent diseases, 
hindered organ functionality, altered medica-
tion metabolism, diminished physiological re- 

Table 3. Logistic regression
Variable OR [95% CI] p-value
Older age 3.39 (3.33-3.45) < 0.05
Male gender 0.45 (0.10-0.81) 0.64
More than 1 pressor 3.39 (2.62-4.15) < 0.05
High BMI 1.82 (1.75-1.88) 0.06
Heart Rate -0.53 (-0.55-(-0.52)) 0.59
MAP 1.83 (1.75-1.92) 0.06
Increasing lactate levels 0.27 (0.07-0.48) 0.78
Worsening ALT 1.28 (1.20-1.21) 0.22
High SCAI class 2.10 (1.51-2.70) 0.03
MAP-Mean Arterial Pressure, ALT-Alanine Transaminase, 
SCAI-Society for Cardiovascular Angiography & Interventions.

upon admission. The primary management 
strategies for heart failure included vaso- 
pressor support (52.2%), intravenous diuresis 
(32.6%), and dobutamine for inotropic support 
(21.7%). Advanced heart failure therapies were 
considered for two patients. Arrhythmias were 
treated using defibrillation (38.5%) and cardio-
version (19.2%), with rate control (19.2%) and 
rhythm control (11.5%) strategies also applied. 
Some arrhythmia cases were resolved with only 
pressor support (15.4%), and pacing was nec-
essary in two instances.

Older age (RR=3.4 [95% CI: 3.3-3.45]), use of 
more than 1 pressor (RR=3.4 [95% CI: 2.6-
4.2]), and higher SCAI class (2.1 [95% CI: 1.5-
2.1], all P < 0.05) were independent predictors 
of mortality in patients with cardiogenic shock. 

Clinical characteristics of African American 
patients compared to other races

African American patients, when compared to 
others, were found to have lower hemoglobin 
levels upon admission, presenting with higher 
rates of anemia (11.12±2.79 vs. 12.18±2.54 
mg/dl; P=0.04). They were more frequently 
treated with phenylephrine (P < 0.05) and had 
a higher likelihood of needing intensive care 
unit (ICU) services (P=0.007). Additionally, th- 
eir hospital stays were longer on average 
(8.50±7.30 vs. 5.19±4.80 days; P=0.04).

Discussion

Before the 1960s, patients with acute myocar-
dial infarction (AMI) were treated in general 
medicine wards, resulting in high mortality 
rates [18]. The first Coronary Care Unit (CCU) 
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Figure 2. Causes of cardiogenic shock.

serve, and irregular cardiovascular physiology 
[31]. With respect to non-AMI cardiogenic 
shock, male gender in addition to older age has 
also been identified as one of risk factors for 
inpatient mortality and higher re-admission 
rates [29]. However, male gender was not fo- 
und to be a significant factor in our study. 
Additionally, with respect to African American 
patients, older age and male gender were not 
significant risk factors observed in our study, 
primarily as the study cohort had more causes 
leading to non-AMI cardiogenic shock. 

Most patients had either Medicare (49.4%) or 
Medicaid (37.9%) insurance. While this type of 
insurance has been observed as a risk factor 
for inpatient mortality in AMI-cardiogenic sh- 
ock, most of our patients had non-AMI related 
cardiogenic shock [32]. It can be hypothesized 
that insurance had an impact on therapies for 
curing diseases responsible for non-AMI cardio-
genic shock including heart failure and arrhyth-
mias. Individuals with Medicaid were found to 
have lower rates of ablation for atrial fibrilla- 
tion when compared to individuals with private 
insurances [33]. Similar trends were observed 
for implantation of left ventricular assist device 
[34]. Additionally, the wait-list time for defini- 
tive therapy, for example, heart transplant was 
comparatively much longer [35].

The study identified common medical comor-
bidities among patients with cardiogenic shock, 

including HTN (73.6%), type 2 DM (43.7%), 
HFrEF (29.9%), CKD (24.1%), CAD (18.4%), 
chronic pulmonary disease (19.4%), AF (18.4%), 
and CVD (10.8%). Acute kidney injury was prev-
alent, indicated by a mean creatinine level of 
2.21±2.01 mg/dl. Patients with acute kidney 
injury were typically older, male, and had higher 
rates of diabetes and heart failure, along with 
more instances of chronic kidney disease, non-
ST-segment-elevation AMI-CS, organ failure, 
cardiac arrest, and invasive procedures [36]. 
While the association between kidney failure 
and heart failure-related cardiogenic shock 
was hypothesized, particularly in cases involv-
ing right ventricular or biventricular patholo-
gies, these risk factors have not been exten-
sively studied in non-AMI cardiogenic shock 
[37]. Cardiorenal syndromes involve a mix of 
hemodynamic and non-hemodynamic factors, 
including reduced renal perfusion due to heart 
pump failure leading to prerenal acute kidney 
injury, and right ventricular failure causing renal 
venous congestion [37]. The balance of neuro-
hormonal systems activated in response to 
heart function reduction can have both benefi-
cial and harmful effects, such as peripheral 
vasoconstriction and sodium-water retention, 
which can increase cardiac afterload [37]. 

Obesity was also prevalent in the study popula-
tion (mean BMI: 44.85±25.68 kg/m2) and is 
known to be associated with adverse outcomes 
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[38, 39]. While the ‘obesity paradox’ is obser- 
ved in heart failure, with higher rehospitaliza-
tion rates among obese individuals, moderate 
or severe obesity is linked to significantly 
increased mortality in cardiogenic shock (CS) 
[40, 41]. Severely obese individuals may experi-
ence poorer outcomes due to more severe 
comorbidities, such as significant decondition-
ing [42]. Managing obese patients requiring 
mechanical circulatory support (MCS) is more 
complex and can lead to higher rates of proce-
dural complications [42]. Obesity, particularly 
in classes II and III, is a contraindication for 
advanced heart failure therapies, potentially 
limiting the success rate of bridging to such 
therapies and explaining why class III obese 
patients are less likely to receive heart trans-
plants [42].

The majority of the patients in our study were 
also anemic (Mean hemoglobin level: 11.16± 
2.56 mg/dl). The presence of anemia, without 
concurrent iron deficiency, in patients present-
ing with CS at hospital admission is associated 
with a high all-cause inpatient mortality as well 
as the need for renal replacement therapy in a 
recent study [43]. Anemia can significantly 
exacerbate the condition of patients with CS, 
as both disorders lead to increased oxidative 
stress, inflammation, and sympathetic activity 
[44, 45]. Lower hemoglobin levels in anemic 
patients can further impair myocardial func-
tion, potentially causing ventricular pump fail-
ure [46]. CS patients, meanwhile, are unable to 
increase their cardiac stroke volume to avoid 
hypoxia [46]. 

42/87 patients (48.28%) had a history of car-
diac arrest prior to the initiation of the retro-
spective study. 24/42 (57.14%) had an out-of-
hospital cardiac arrest. None of the patients 
had defibrillators for secondary prevention. 
Mostly non-African American patients had a 
history of cardiac arrest (60%). Most of the 
patients with a history of cardiac arrest had 
Medicare (60%). Most of the patients present-
ed with stage C cardiogenic shock as per SCAI 
classification (28.74%). History of prior cardiac 
arrest was significantly associated with the 
cohort for patients leading to mortality or hos-
pice (P < 0.05). Higher SCAI class was an inde-
pendent predictor of mortality in patients with 
CS as observed in a prior study focused on pre-
dictors of inpatient mortality with CS [26].

The majority of the patients had underlying val-
vular disease or arrhythmia leading to cardio-
genic shock (30.0%). Other causative patholo-
gies included biventricular failure (24.1%) and 
left ventricular failure (12.64%). The majority of 
the patients had denovo acute heart failure 
resulting in cardiogenic shock (62.06%). This is 
a particularly interesting finding, considering 
AMI is the most commonly documented etiolo-
gy for CS [26]. In our population, cardiomyopa-
thies followed by arrhythmias were more preva-
lent. In one study conducted in 2021, recent 
onset supraventricular arrhythmia was one of 
the causes of non-ischemic CS and likely 
reversible after ablation [47]. In these causes, 
earlier interventions as well as compliance are 
needed to ensure a reduction in mortality rates 
that are a few challenges faced by the South 
Bronx population. 

With respect to race, African American patients 
were more likely to be admitted to ICU with a 
longer length of stay. Longer length of stay has 
been documented earlier in other studies whi- 
ch included minorities [48-50]. A few factors 
responsible for these findings have been dis-
cussed including lower socioeconomic strata, 
medication noncompliance, and subjective 
treatment preferences that can result in de- 
layed presentation and complications needing 
ICU level of care [48]. The NIS data estimates 
have shown a lower prevalence of cardiogenic 
shock in recent years (from 6 to 7%) and a high-
er prevalence in Caucasians (77 to 79%) [23]. 
Additionally, most of the patients in NIS esti-
mates had Medicare insurance [23]. While 
mechanical support devices were extensively 
used in NIS data, however, right heart catheter-
ization was less common [23]. In comparison, 
our study population was predominantly African 
American, had Medicare or Medicaid insurance 
and an underutilization of mechanical support 
devices and right heart catheterization was 
also observed. A few reasons for this disparity 
are possible including a delay in follow-up and 
compliance and triaging based on algorithms. 
One of the major causes of non-AMI-CS is heart 
failure. Conventional cardiovascular risk fac-
tors such as hypertension, diabetes, obesity, 
and chronic kidney disease are recognized  
contributors to the onset of heart failure [51]. 
Among African Americans, these risk factors 
are significantly more prevalent compared to 
other racial and ethnic groups, apart from dia-
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betes, which is marginally more common am- 
ong Hispanics [51]. African Americans face a 
nearly threefold increased risk of developing 
dilated cardiomyopathy and a twofold increas- 
ed risk of death post-diagnosis, unaffected by 
socioeconomic status and hypertension [51]. 
Recent genetic research in an African American 
cohort estimated dilated cardiomyopathy heri-
tability at 33%, identifying a novel locus in the 
CACNB4 gene and four unique BAG3 variants 
linked to higher mortality or heart failure hospi-
talization risks [51]. 

The legacy of economic and racial segregation, 
particularly due to redlining practices from the 
1930s to the 1970s, has resulted in persistent 
economic inequalities that still impact cardio-
vascular health today [51]. Studies have shown 
that individuals in economically deprived and 
racially segregated neighborhoods have a high-
er risk of developing cardiovascular diseases 
and heart failure even after accounting for tra-
ditional risk factors, ultimately resulting in car-
diogenic shock [51]. Neighborhood factors 
such as limited access to physical activity facili-
ties, low walkability, and scarcity of healthy 
food options contribute to poor cardiovascular 
outcomes. Implicit bias in healthcare also exac-
erbates these disparities, as African Ame- 
ricans with HF receive less aggressive treat-
ment and fewer referrals to specialists [51]. 
Despite guidelines and novel therapies, adher-
ence and utilization remain suboptimal, partly 
due to skepticism about race-based medical 
recommendations and financial barriers. More- 
over, African Americans are underrepresented 
in clinical trials, limiting the generalizability of 
research findings to this high-risk population. 
Addressing these challenges requires targeted 
prevention, improved adherence to treatment 
guidelines, broader genetic testing, and ensur-
ing equitable access to advanced therapies 
and clinical trials for African Americans [51].

Our study faces several limitations. It is retro-
spective and includes a disproportionate num-
ber of male participants, despite attempts to 
adjust for this imbalance. The focus on a small 
patient group is due to zip code distribution lim-
its and the post-COVID era context of the hospi-
tal. A significant challenge in the South Bronx 
healthcare system is ensuring patients consis-
tently follow healthcare strategies and attend 
follow-up appointments. Additionally, financial 

constraints, delayed care, and non-adherence 
to medication lead patients to present in criti-
cal condition at the emergency department. 
Consequently, by the time they are admitted to 
intensive care, their condition often worsens, 
hindering further diagnostic efforts and poten-
tially overlooking the specific characteristics of 
their cardiogenic shock. Further studies are 
needed to focus on post-discharge data, such 
as mortality, readmissions, and long-term re- 
covery, which are essential for a comprehen-
sive understanding of the patient journey and 
improving continuity of care. 

Conclusion

The study highlights the significant burden of 
cardiogenic shock on healthcare facilities, par-
ticularly in a high-risk, underprivileged popula-
tion characterized by a high prevalence of 
African American and Hispanic patients. The 
findings underscore older age, the use of mul-
tiple pressors, and higher SCAI class as inde-
pendent predictors of inpatient mortality am- 
ong patients with cardiogenic shock. Addi- 
tionally, the study brings to light the challenges 
faced by this population, including financial 
limitations and disparities in healthcare access 
and delivery, which are further exacerbated by 
a higher likelihood of non-AMI cardiogenic 
shock presentations. The data suggests a 
pressing need for targeted interventions aimed 
at improving the survival rates of cardiogenic 
shock patients in such communities. These 
interventions could include enhancing early 
diagnosis and referral processes, increasing 
the utilization of mechanical support devices 
and right heart catheterization, and address- 
ing the broader socioeconomic and healthcare 
access issues that contribute to delayed pre-
sentation and complications. Furthermore, the 
study’s findings advocate for the importance of 
personalized healthcare strategies that con-
sider the demographic and socioeconomic con-
text of the patient population. Cardiogenic 
shock remains a critical challenge for health-
care providers, particularly in underserved 
communities like the South Bronx. The study’s 
insights into the predictors of mortality and the 
barriers to effective treatment provide a valu-
able foundation for developing strategies to 
improve outcomes for cardiogenic shock pa- 
tients. Future research should focus on imple-
menting and evaluating interventions that 
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address the identified disparities and challeng-
es, with the ultimate goal of reducing mortality 
rates and improving the quality of care for all 
patients with cardiogenic shock. Additionally, 
further efforts should also focus on comparing 
different treatment modalities, such as me- 
chanical circulatory support devices, to identify 
the most effective interventions. Furthermore, 
transitioning from observational data to inter-
ventional studies or randomized controlled tri-
als within the South Bronx community could 
provide actionable insights into effective strat-
egies for managing cardiogenic shock, ulti-
mately improving patient outcomes.

Acknowledgements

We acknowledge the kind efforts and valuable 
comments of Dr. Triston B.B.J. Smith that 
helped improve our manuscript.

Disclosure of conflict of interest

None.

Address correspondence to: Dr. Nismat Javed, 
Department of Internal Medicine, BronxCare Health 
System, 1650 Selwyn Avenue, Suite 10C, Bronx, NY 
10457, USA. Tel: 640-777-3261; E-mail: nismatja-
ved@gmail.com

References

[1] Reynolds HR and Hochman JS. Cardiogenic 
shock: current concepts and improving out-
comes. Circulation 2008; 117: 686-697. 

[2] Chioncel O, Parissis J, Mebazaa A, Thiele H, 
Desch S, Bauersachs J, Harjola VP, Antohi EL, 
Arrigo M, Ben Gal T, Celutkiene J, Collins SP, 
DeBacker D, Iliescu VA, Jankowska E, Jaarsma 
T, Keramida K, Lainscak M, Lund LH, Lyon AR, 
Masip J, Metra M, Miro O, Mortara A, Mueller 
C, Mullens W, Nikolaou M, Piepoli M, Price S, 
Rosano G, Vieillard-Baron A, Weinstein JM, An-
ker SD, Filippatos G, Ruschitzka F, Coats AJS 
and Seferovic P. Epidemiology, pathophysiolo-
gy and contemporary management of cardio-
genic shock - a position statement from the 
Heart Failure Association of the European So-
ciety of Cardiology. Eur J Heart Fail 2020; 22: 
1315-1341. 

[3] Berg DD, Bohula EA and Morrow DA. Epidemi-
ology and causes of cardiogenic shock. Curr 
Opin Crit Care 2021; 27: 401-408. 

[4] Berg DD, Bohula EA, van Diepen S, Katz JN, 
Alviar CL, Baird-Zars VM, Barnett CF, Barsness 
GW, Burke JA, Cremer PC, Cruz J, Daniels LB, 

DeFilippis AP, Haleem A, Hollenberg SM, 
Horowitz JM, Keller N, Kontos MC, Lawler PR, 
Menon V, Metkus TS, Ng J, Orgel R, Overgaard 
CB, Park JG, Phreaner N, Roswell RO, Schul-
man SP, Jeffrey Snell R, Solomon MA, Ternus 
B, Tymchak W, Vikram F and Morrow DA. Epi-
demiology of shock in contemporary cardiac 
intensive care units. Circ Cardiovasc Qual Out-
comes 2019; 12: e005618. 

[5] Osman M, Syed M, Patibandla S, Sulaiman S, 
Kheiri B, Shah MK, Bianco C, Balla S and Patel 
B. Fifteen-year trends in incidence of cardio-
genic shock hospitalization and in-hospital 
mortality in the United States. J Am Heart As-
soc 2021; 10: e021061. 

[6] Atti V, Narayanan MA, Patel B, Balla S, Sid-
dique A, Lundgren S and Velagapudi P. A com-
prehensive review of mechanical circulatory 
support devices. Heart Int 2022; 16: 37-48. 

[7] Henry TD, Tomey MI, Tamis-Holland JE, Thiele 
H, Rao SV, Menon V, Klein DG, Naka Y, Piña IL, 
Kapur NK and Dangas GD; American Heart As-
sociation Interventional Cardiovascular Care 
Committee of the Council on Clinical Cardiolo-
gy; Council on Arteriosclerosis, Thrombosis 
and Vascular Biology; and Council on Cardio-
vascular and Stroke Nursing. Invasive manage-
ment of acute myocardial infarction com- 
plicated by cardiogenic shock: a scientific 
statement from the American Heart Associa-
tion. Circulation 2021; 143: e815-e829. 

[8] Jentzer JC, van Diepen S, Barsness GW, Katz 
JN, Wiley BM, Bennett CE, Mankad SV, Sinak 
LJ, Best PJ, Herrmann J, Jaffe AS, Murphy JG, 
Morrow DA, Wright RS, Bell MR and Anavekar 
NS. Changes in comorbidities, diagnoses, ther-
apies and outcomes in a contemporary cardi-
ac intensive care unit population. Am Heart J 
2019; 215: 12-19. 

[9] Jentzer JC, Ahmed AM, Vallabhajosyula S, 
Burstein B, Tabi M, Barsness GW, Murphy JG, 
Best PJ and Bell MR. Shock in the cardiac in-
tensive care unit: changes in epidemiology and 
prognosis over time. Am Heart J 2021; 232: 
94-104. 

[10] Basir MB, Kapur NK, Patel K, Salam MA, Sch-
reiber T, Kaki A, Hanson I, Almany S, Timmis S, 
Dixon S, Kolski B, Todd J, Senter S, Marso S, 
Lasorda D, Wilkins C, Lalonde T, Attallah A, Lar-
kin T, Dupont A, Marshall J, Patel N, Overly T, 
Green M, Tehrani B, Truesdell AG, Sharma R, 
Akhtar Y, McRae T 3rd, O’Neill B, Finley J, Rah-
man A, Foster M, Askari R, Goldsweig A, Martin 
S, Bharadwaj A, Khuddus M, Caputo C, Korpas 
D, Cawich I, McAllister D, Blank N, Alraies MC, 
Fisher R, Khandelwal A, Alaswad K, Lemor A, 
Johnson T, Hacala M and O’Neill WW; National 
Cardiogenic Shock Initiative Investigators. Im-
proved outcomes associated with the use of 

mailto:nismatjaved@gmail.com
mailto:nismatjaved@gmail.com


Cardiogenic shock in the population of South Bronx

365 Am J Cardiovasc Dis 2024;14(6):355-367

shock protocols: updates from the national 
cardiogenic shock initiative. Catheter Cardio-
vasc Interv 2019; 93: 1173-1183. 

[11] Taleb I, Koliopoulou AG, Tandar A, McKellar SH, 
Tonna JE, Nativi-Nicolau J, Alvarez Villela M, 
Welt F, Stehlik J, Gilbert EM, Wever-Pinzon O, 
Morshedzadeh JH, Dranow E, Selzman CH, 
Fang JC and Drakos SG. Shock team approach 
in refractory cardiogenic shock requiring short-
term mechanical circulatory support: a proof 
of concept. Circulation 2019; 140: 98-100.

[12] Ya’qoub L, Lemor A, Dabbagh M, O’Neill W, 
Khandelwal A, Martinez SC, Ibrahim NE, Grines 
C, Voeltz M and Basir MB. Racial, ethnic, and 
sex disparities in patients with STEMI and car-
diogenic shock. JACC Cardiovasc Interv 2021; 
14: 653-660. 

[13] United States Census Bureau. QuickFacts, 
Bronx County, New York [Internet]. NY (USA): 
United States Census Bureau; 2023 [updated 
2023, cited 2024 May 4]. Available from: 
https://www.census.gov/quickfacts/fact/ta-
ble/bronxcountynewyork/PST045222. 

[14] Baran DA, Grines CL, Bailey S, Burkhoff D, Hall 
SA, Henry TD, Hollenberg SM, Kapur NK, 
O’Neill W, Ornato JP, Stelling K, Thiele H, van 
Diepen S and Naidu SS. SCAI clinical expert 
consensus statement on the classification of 
cardiogenic shock: this document was en-
dorsed by the American College of Cardiology 
(ACC), the American Heart Association (AHA), 
the Society of Critical Care Medicine (SCCM), 
and the Society of Thoracic Surgeons (STS) in 
April 2019. Catheter Cardiovasc Interv 2019; 
94: 29-37. 

[15] Kellum JA and Lameire N; KDIGO AKI Guideline 
Work Group. Diagnosis, evaluation, and man-
agement of acute kidney injury: a KDIGO sum-
mary (Part 1). Crit Care 2013; 17: 204. 

[16] Williamson DR, Albert M, Heels-Ansdell D, Ar-
nold DM, Lauzier F, Zarychanski R, Crowther 
M, Warkentin TE, Dodek P, Cade J, Lesur O, Lim 
W, Fowler R, Lamontagne F, Langevin S, Freit-
ag A, Muscedere J, Friedrich JO, Geerts W, 
Burry L, Alhashemi J and Cook D; PROTECT col-
laborators, the Canadian Critical Care Trials 
Group, and the Australian and New Zealand 
Intensive Care Society Clinical Trials Group. 
Thrombocytopenia in critically ill patients re-
ceiving thromboprophylaxis: frequency, risk 
factors, and outcomes. Chest 2013; 144: 
1207-1215. 

[17] Kwo PY, Cohen SM and Lim JK. ACG clinical 
guideline: evaluation of abnormal liver chemis-
tries. Am J Gastroenterol 2017; 112: 18-35. 

[18] Loughran J, Puthawala T, Sutton BS, Brown LE, 
Pronovost PJ and DeFilippis AP. The cardiovas-
cular intensive care unit-an evolving model for 
health care delivery. J Intensive Care Med 
2017; 32: 116-123. 

[19] Dubois C, Smeets JP, Demoulin JC, Piérard L, 
Foidart G, Henrard L, Tulippe C, Preston L, 
Carlier J and Kulbertus HE. Incidence, clinical 
significance and prognosis of ventricular fibril-
lation in the early phase of myocardial infarc-
tion. Eur Heart J 1986; 7: 945-951. 

[20] Hochman JS, Sleeper LA, Webb JG, Sanborn 
TA, White HD, Talley JD, Buller CE, Jacobs AK, 
Slater JN, Col J, McKinlay SM and LeJemtel TH. 
Early revascularization in acute myocardial in-
farction complicated by cardiogenic shock. 
SHOCK investigators. Should we emergently 
revascularize occluded coronaries for cardio-
genic shock. N Engl J Med 1999; 341: 625-
634. 

[21] Hilbel T, Helms TM, Mikus G, Katus HA and 
Zugck C. Telemetry in the clinical setting. Her-
zschrittmacherther Elektrophysiol 2008; 19: 
146-154. 

[22] Fergusson DJ, Spies C, Hong RA, Young C and 
Beauvallet SR. Door-to-balloon time in acute 
ST segment elevation myocardial infarction-
-further experience. Hawaii J Med Public 
Health 2012; 71: 320-323. 

[23] Kolte D, Khera S, Aronow WS, Mujib M, 
Palaniswamy C, Sule S, Jain D, Gotsis W, 
Ahmed A, Frishman WH and Fonarow GC. 
Trends in incidence, management, and out-
comes of cardiogenic shock complicating ST-
elevation myocardial infarction in the United 
States. J Am Heart Assoc 2014; 3: e000590. 

[24] Lan T, Liao YH, Zhang J, Yang ZP, Xu GS, Zhu L 
and Fan DM. Mortality and readmission rates 
after heart failure: a systematic review and 
meta-analysis. Ther Clin Risk Manag 2021; 17: 
1307-1320. 

[25] Raat W, Smeets M, Janssens S and Vaes B. Im-
pact of primary care involvement and setting 
on multidisciplinary heart failure manage-
ment: a systematic review and meta-analysis. 
ESC Heart Fail 2021; 8: 802-818. 

[26] Jentzer JC, Schrage B, Holmes DR, Dabboura 
S, Anavekar NS, Kirchhof P, Barsness GW, 
Blankenberg S, Bell MR and Westermann D. 
Influence of age and shock severity on short-
term survival in patients with cardiogenic 
shock. Eur Heart J Acute Cardiovasc Care 
2021; 10: 604-612. 

[27] Harjola VP, Lassus J, Sionis A, Køber L, Tar-
vasmäki T, Spinar J, Parissis J, Banaszewski M, 
Silva-Cardoso J, Carubelli V, Di Somma S, Tolp-
panen H, Zeymer U, Thiele H, Nieminen MS 
and Mebazaa A; CardShock Study Investiga-
tors; GREAT network. Clinical picture and risk 
prediction of short-term mortality in cardiogen-
ic shock. Eur J Heart Fail 2015; 17: 501-509. 

[28] Acharya D. Predictors of outcomes in myocar-
dial infarction and cardiogenic shock. Cardiol 
Rev 2018; 26: 255-266. 



Cardiogenic shock in the population of South Bronx

366 Am J Cardiovasc Dis 2024;14(6):355-367

[29] Shah M, Patel B, Tripathi B, Agarwal M, Patnaik 
S, Ram P, Patil S, Shin J and Jorde UP. Hospital 
mortality and thirty day readmission among 
patients with non-acute myocardial infarction 
related cardiogenic shock. Int J Cardiol 2018; 
270: 60-67. 

[30] Baran DA, Long A, Badiye AP and Stelling K. 
Prospective validation of the SCAI shock clas-
sification: single center analysis. Catheter Car-
diovasc Interv 2020; 96: 1339-1347. 

[31] Damluji AA, Forman DE, van Diepen S, Alexan-
der KP, Page RL 2nd, Hummel SL, Menon V, 
Katz JN, Albert NM, Afilalo J and Cohen MG; 
American Heart Association Council on Clinical 
Cardiology and Council on Cardiovascular and 
Stroke Nursing. Older adults in the cardiac in-
tensive care unit: factoring geriatric syndromes 
in the management, prognosis, and process of 
care: a scientific statement from the American 
Heart Association. Circulation 2020; 141: e6-
e32. 

[32] Vallabhajosyula S, Kumar V, Sundaragiri PR, 
Cheungpasitporn W, Bell MR, Singh M, Jaffe 
AS and Barsness GW. Influence of primary pay-
er status on the management and outcomes 
of ST-segment elevation myocardial infarction 
in the United States. PLoS One 2020; 15: 
e0243810. 

[33] Hamade H, Jabri A, Mishra P, Butt MU, Sallam 
S and Karim S. Gender, ethnic, and socioeco-
nomic differences in access to catheter abla-
tion therapy in patients with atrial fibrillation. 
Front Cardiovasc Med 2023; 9: 966383. 

[34] Wang X, Luke AA, Vader JM, Maddox TM and 
Joynt Maddox KE. Disparities and impact of 
medicaid expansion on left ventricular assist 
device implantation and outcomes. Circ Car-
diovasc Qual Outcomes 2020; 13: e006284. 

[35] Singh S, Kanwar A, Sundaragiri PR, Cheungpa-
sitporn W, Truesdell AG, Rab ST, Singh M and 
Vallabhajosyula S. Acute kidney injury in car-
diogenic shock: an updated narrative review. J 
Cardiovasc Dev Dis 2021; 8: 88. 

[36] Emani S, Tumin D, Foraker RE, Hayes D Jr and 
Smith SA. Impact of insurance status on heart 
transplant wait-list mortality for patients with 
left ventricular assist devices. Clin Transplant 
2017; 31: 10.1111/ctr.12875. 

[37] Ghionzoli N, Sciaccaluga C, Mandoli GE, Ver-
garo G, Gentile F, D’Ascenzi F, Mondillo S, Em-
din M, Valente S and Cameli M. Cardiogenic 
shock and acute kidney injury: the rule rather 
than the exception. Heart Fail Rev 2021; 26: 
487-496. 

[38] Sreenivasan J, Khan MS, Sharedalal P, Hooda 
U, Fudim M, Demmer RT, Yuzefpolskaya M, Ah-
mad H, Khan SS, Lanier GM, Colombo PC and 
Rich JD. Obesity and outcomes following car-
diogenic shock requiring acute mechanical cir-

culatory support. Circ Heart Fail 2021; 14: 
e007937. 

[39] Hales CM, Carroll MD, Fryar CD and Ogden CL. 
Prevalence of obesity and severe obesity 
among adults: United States, 2017-2018. 
NCHS Data Brief 2020; 1-8. 

[40] Sharma A, Lavie CJ, Borer JS, Vallakati A, Goel 
S, Lopez-Jimenez F, Arbab-Zadeh A, Mukherjee 
D and Lazar JM. Meta-analysis of the relation 
of body mass index to all-cause and cardiovas-
cular mortality and hospitalization in patients 
with chronic heart failure. Am J Cardiol 2015; 
115: 1428-1434. 

[41] Carbone S and Lavie CJ. Disparate effects of 
obesity on survival and hospitalizations in 
heart failure with preserved ejection fraction. 
Int J Obes (Lond) 2020; 44: 1543-1545. 

[42] Ventura HO, daSilva-deAbreu A and Lavie CJ. 
Obesity is a heavy load in cardiogenic shock 
and mechanical circulation. Circ Heart Fail 
2021; 14: e008300. 

[43] Obradovic D, Loncar G, Zeymer U, Pöss J, Feis-
tritzer HJ, Freund A, Jobs A, Fuernau G, Desch 
S, Ceglarek U, Isermann B, von Haehling S, An-
ker SD, Büttner P and Thiele H. Impact of anae-
mia and iron deficiency on outcomes in cardio-
genic shock complicating acute myocardial 
infarction. Eur J Heart Fail 2024; 26: 448-457. 

[44] Mebazaa A, Combes A, van Diepen S, Hollinger 
A, Katz JN, Landoni G, Hajjar LA, Lassus J, Leb-
reton G, Montalescot G, Park JJ, Price S, Sionis 
A, Yannopolos D, Harjola VP, Levy B and Thiele 
H. Management of cardiogenic shock compli-
cating myocardial infarction. Intensive Care 
Med 2018; 44: 760-773. 

[45] Weiss G, Ganz T and Goodnough LT. Anemia of 
inflammation. Blood 2019; 133: 40-50. 

[46] Metivier F, Marchais SJ, Guerin AP, Pannier B 
and London GM. Pathophysiology of anaemia: 
focus on the heart and blood vessels. Nephrol 
Dial Transplant 2000; 15 Suppl 3: 14-18. 

[47] Hékimian G, Paulo N, Waintraub X, Bréchot N, 
Schmidt M, Lebreton G, Pineton de Chambrun 
M, Muller G, Franchineau G, Bourcier S, Niesz-
kowska A, Masi P, Leprince P, Combes A, Gand-
jbakhch E and Luyt CE. Arrhythmia-induced 
cardiomyopathy: a potentially reversible cause 
of refractory cardiogenic shock requiring veno-
arterial extracorporeal membrane oxygen-
ation. Heart Rhythm 2021; 18: 1106-1112. 

[48] Vojjini R, Patlolla SH, Cheungpasitporn W, Ku-
mar A, Sundaragiri PR, Doshi RP, Jaffe AS, 
Barsness GW, Holmes DR, Rab ST and Vallab-
hajosyula S. Racial disparities in the utilization 
and outcomes of temporary mechanical circu-
latory support for acute myocardial infarction-
cardiogenic shock. J Clin Med 2021; 10: 1459. 

[49] Javed N, Jadhav P, Bella JN, Contreras J, Tamis-
Holland J and Chilimuri S. Non-acute myocar-



Cardiogenic shock in the population of South Bronx

367 Am J Cardiovasc Dis 2024;14(6):355-367

dial infarction-associated cardiogenic shock in 
Hispanic patients: an analysis from the nation-
al inpatient sample database. Am Heart J Plus 
2024; 46: 100462.

[50] Javed N, Jadhav P, Bella JN and Chilimuri S.  
Non-acute myocardial infarction-associated 
cardiogenic shock in Hispanic patients: an 
analysis from the National Inpatient Sample 
Database. Cardiovasc Revasc Med 2024; 65 
Suppl: 38.

[51] Nayak A, Hicks AJ and Morris AA. Understand-
ing the complexity of heart failure risk and 
treatment in black patients. Circ Heart Fail 
2020; 13: e007264.


